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Retroperitoneal  ﬁbrosis  is a rare  cause  of renal  artery  thrombosis,  being  the origin  of renovascular  hyper-
tension,  especially  in patients  less  than  thirty  years  old female,  without  particular  medical  history.  A
clinical  case  we present  is  a  young  24  years  old  girl  with  no  past  history,  hospitalized  for  the  discovery
of  hypertension.  She  consulted  for  headache  and  progressive  bilateral  back  pain,  evolving  for  several
months.  She  also  complained  for asthenia,  accompanied  by weight  loss  in  about  7 pounds  in 8  months.
Clinical  examination  conﬁrmed  a very  high  blood  pressure,  bilateral  lumbar  pain,  with  a  mass  located
in the  left  renal  lodge.  The diagnosis  of right  renal  thrombosis  was  demonstrated  (with  dysfunctional
right  kidney)  and  a video-laparoscopic  nephrectomy  was  performed.  She  had  satisfactory  postoperativeenal
hrombosis
ypertension
clinical  course  with  normalization  of  blood  pressure  a few  days  after,  without  medical  treatment.
<Learning  objective:  The  interest  is  to know  that the  retroperitoneal  ﬁbrosis  is  a  rare  cause  of  renal
artery  thrombosis.  In the  search  for  the  cause  of  renal  arterial  thrombosis,  retroperitoneal  ﬁbrosis  should
not be forgotten;  even  of  patients  less  than  thirty years.  The  speciﬁc  pathophysiology  is unclear  until
now,  the  authors  have  been  controversial.  Important  thing  is  to know  that  when  all  causes  seem  to  have
been  discussed  without  result,  retroperitoneal  ﬁbrosis  can  be a possible  cause  of renal  thrombosis.>
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Retroperitoneal ﬁbrosis (RPF) is a rare disease, inﬂammatory
nd ﬁbrotic peri-aortic tissue. Its incidence is 1/10,000 [1,2].
t is a systemic disease, ﬁrstly described in 1905 by Albarran
nd remained unknown until Ormond do know it in 1948 [1].
he association with autoimmune inﬂammatory diseases such as
akayasu’s arteritis is exceptional [3].
The diagnosis of RPF is made mainly by imaging; biopsy is indi-
ated only in speciﬁc cases [1]. RPF is an idiopathic disease in two
hirds of cases (66–75%), only one third is secondary and most often
ffects men  over 50 years [2].We  report a rare case of a girl of 24 years without especially med-
cal history, suffering from a severe renovascular hypertension, due
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to thrombosis of the right renal artery secondary to retroperitoneal
ﬁbrosis, whose clinical manifestations are not speciﬁc.
Case report
Patient 24 year’s old, female, without a previous past his-
tory. Hospitalized for severe hypertension, accompanied by severe
headache, generalized asthenia and bilateral back pain refractory
to usual treatment. Sometimes the back pain makes walking dif-
ﬁcult. She also complained for asthenia and lost 7 pounds in 8
months. Moreover, she does not specify any particular disease. Clin-
ical examination revealed bilateral lumbar pain, more pronounced
on the right. Mass on deep palpation in the left renal lodge without
speciﬁc limitations, not painful but mobile with respiration. Blood
pressure was 220/180 mm Hg. The rest of the physical examination
was unremarkable.Laboratory tests revealed a normochromic macrocytic anemia
with erythrocyte sedimentation rate accelerated in the ﬁrst time,
with reactive C-protein elevated (78 mg/L N < 2 mg/L). The 24-h
proteinuria was positive, the remainder of renal function was
vier Ltd. All rights reserved.
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ormal. Looking for coagulation disorders and blood dyscrasias
uch as prothrombin, protein S, the study of complement, homo-
ysteine, mutation of the prothrombin gene and factor V Leiden
ere all negatives. The dosage of the anti-phospholipid antibodies,
nti-nuclear, anti-DNA, thyroid hormones and serological studies
ere also negative.
Echocardiography was unremarkable. Doppler ultrasonogra-
hy has found a stenosis of the right renal artery. Angio-CT scan
emonstrated a total thrombosis of the right renal artery, with the
resence of hypodensity circumferential sleeve, with 5.5 mm thick,
urrounding the aorta next to the right renal artery (Figs. 1 and 2).
The left kidney with compensatory hypertrophy, left renal vein
nd artery were no abnormalities atheromatous. Renal perfusion
cintigraphy conﬁrms the non-functionality of the right kidney.
ndoscopic nephrectomy was performed. Histological examination
f the kidney found tubular atrophy and the interstitial tissue was
he seat of a ﬁbrous involution, inﬂammatory inﬁltrates, lesions of
ig. 1. (A) Right renal atrophy and (B) ﬁbrous sheath covering the right renal artery.
ig. 2. (A) Right renal artery thrombosed, (B) left renal artery and (C) left kidney
ypertrophy.diology Cases 9 (2014) 26–28 27
obliteran endarteritis, and concluded that it was  a chronic intersti-
tial nephritis.
Discussion
Thrombosis of the renal artery represents 1–5% of all cases of
high blood pressure (hypertension) and its the leading cause of
renovascular hypertension. Fibromuscular dysplasia is the most
common cause of renovascular hypertension in young patients
(33%), usually female. It is a genetic disease and causes multi-
vascular damages, especially at the level of the carotid arteries.
Atherosclerosis in turn is the leading cause of renovascular hyper-
tension in patients over 50 years [4,5].
Thrombosis of the renal artery can be embolic, inﬂammatory
(such as Takayasu arteritis) or other diseases of the system.
The pathogenesis of ﬁbrosis called “idiopathic” or “periaortic”
remains highly speculative. The nature of the injuries to the origin
of the immunological reaction might be, according to some authors
the rupture of atherosclerotic plate [6]. However, only atheroscle-
rosis does not explain all of the pathogenesis of FRP. Low density
lipoprotein (LDL), immunoglobulins IgG, cytokines and other pro-
ﬁbrotic factors (transforming growth factor (TGF-B), play also an
important role in pathogenesis [7,8]. In fact the true mechanism
of RPF being at the origin of the renal artery thrombosis remains
controversial.
Biological analyzes revealed an inﬂammatory syndrome (eryth-
rocyte sedimentation rate accelerated and increased CRP) in 70%
of cases [9,10]. Normochromic normocytic anemia, leukocytosis,
thrombocytosis, and (false positive) self-antibodies may also be
present. The liver tests are frequently disturbed and some tumor
markers may  be falsely positive (CA 125, CEA).
Radiological investigations are a valuable aid to the diagnosis
of FRP. Radiological techniques such as high resolution CT scan
and more recently, magnetic resonance imaging (MRI) helped to
analyze the characteristics of periaortic ﬁbrous sheath and its
anatomical relationships (Fig. 1) [11,12]. The CT scan remains the
radiological reference method in the diagnosis [13,14].
Renal scintigraphy (nephrogram isotope) provides a functional
element complementary, to the etiological analysis of renal throm-
bosis during the FRP. Although advocated by some authors to
conﬁrm the existence of histological ﬁbrosis and justify its treat-
ment, but the deﬁnitive diagnosis remains histological (biopsy)
[15,16].
The gradual transformation of the retroperitoneal tissue in a
ﬁbrous sheath and retractable feature the FRP whatever its origin
[17]. The study presents a macroscopic ﬁbrous sheath pearly white
or gray. Localized forms affecting generally the common iliac ves-
sels, or more rarely the trunks of the mesenteric artery and renal
arteries, in general, this form of localized vacuitis affecting arteries
of small and medium size.
The diagnosis is made mainly by imaging, biopsy is indicated
only when there are signs of malignancy, atypical forms or when
there is not a favorable response to medical treatment [1].
Its usually bilateral and most often affects the males more than
50 years. There are two  etiological forms [2,18,19]. The idiopathic
form represents two-thirds of cases (66–75%) (the most frequent)
but the pathophysiological mechanism remains controversial [2,8].
The secondary represents a third of cases (25%). In these cases,
patients may  have a past history such as the trauma of the lum-
bar region, medication, history of infection, surgery of the aorta,
malignant process and history of pelvic radiation.The renal ischemia promotes the secretion of renin
in the juxtaglomerular cells, with activation of the
renin–angiotensin–aldosterone system, which results in the
elevation of blood pressure [18]. After eliminating the source of
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xcessive secretion of renin by nephrectomy, a few days after, the
ension of the patient was normal.
onclusion
Retroperitoneal ﬁbrosis is a rare cause of renal artery throm-
osis, causing renovascular hypertension. It should be suspected
specially in the idiopathic form, even in patients less than thirty
ears, especially when the usual causes of renal artery thrombosis
ere removed.
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